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WHEN THE FOLLOWING RESULTS ARE AVAILABLE, PLEASE SEND THE APPROPRIATE COPY TO THE STATE TB PROGRAM: (1) Goldenrod copy with results of initial PPD, X-rays, and
medication start dates within 30 days of beginning investigation. (2) Pink copy with results of 90 day PPD, x-ray and therapy start date. (3) Yellow copy with final preventive treatment information. 4)

White copy to remain in the county health department patient record.
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